This narrative was told by a speech pathologist who had been for a drink with a client and later to a dinner. The client, Lillian, was a single woman in her 60's who had led a bohemian lifestyle, a lady for whom socialising had been very important. Her stroke had left her with a fluent, jargon aphasia. She had no family and her social options had shrunk completely. The speech pathologist, Tania, knew her through an aphasia group that was focussed on conversation and extending social opportunity. Agreeing to go out socially with Lillian created a certain unease for Tania. On the one hand, she knew that Lillian was "very much on her own" and had few opportunities to go out. She also knew that Lillian was quite unhappy with her changed situation, really wanted to go out and was very appreciative of the social opportunities that Tania made possible. On the other hand, Tania also expressed some uncertainty about the nature of their relationship when they did go out. A good example of this was their disagreement about who should pay for the drink. Lillian wanted to pay for Tania's drink, as a friend might, and became angry when Tania protested. However, Tania felt she couldn't let her pay and tried, unsuccessfully, to "sneak" the money in. A second example was Tania's attempts to sober her up with a coffee before taking her home to the hostel, perhaps embarrassed and concerned at "depositing this drunk woman" on the doorstep. Tania felt some degree of responsibility, commenting "I was still her therapist".
This story shows how extending a client's social opportunities into real life social situations with a clinician challenges traditional professional boundaries and introduces elements of risk. It also challenges the notion of what is therapy. When she was out,
Lillian did not conform to the sick role (see Waterworth & Luker, 1990) . She was no longer simply a client. Similarly, Tania, possibly one of the few people who could cope with Lillian's significant communication difficulties, was no longer simply her therapist.
And yet, these social opportunities were perhaps still therapy of a different kind, and occasions that may have held enormous value for Lillian in reclaiming her identity poststroke.
Our second story was reported by a clinician after attending a person-centred planning workshop: These stories reflect an emerging trend in speech pathology practice and healthcare generally towards the development of policies and services that are 'personcentred'. However these stories also show that developing more 'person-centred' ways of practising can involve uncertainty and risk. Are uncertainty and risk integral to practising in a person-centred way? What are the risks and how can they best be managed? This paper considers the importance of listening to and reflecting on stories such as these and discusses their implications in relation to literature on person-centred practice and ethics.
What is a person-centred approach?
A person-centred approach can be traced back to the introduction of client-centred therapy by Rogers in the context of non-directive psychotherapy (Rogers, 1946) . In health care, person-centredness was first described as the need for the clinician to understand the client as a unique human being (Balint, 1969) , as a way of practising that was informed by the concepts and insights of the behavioural sciences (Tait, 1974) and as a method directly opposed to disease-centredness or clinician-centredness (Levenstein, McCracken, McWhinney, Stewart, & Brown, 1986) .
The concept of person-centredness, sometimes referred to as 'client-centredness', 'family-centredness' when considering the client as well as the client's social environment or 'patient-centredness' as it is often described in medical literature, continues to develop as it is applied to different healthcare contexts such as general practice (Little, Everitt, Williamson, Warner, Moore, Gould et al., 2001 ) and rehabilitation (Law, Baptiste, & Mills, 1995) and to people with different healthcare needs including people with acute care needs (Gerteis, Edgman-Levitan, Daley, & Delbanco, 1993) and people with chronic health conditions (Michie, Miles, & Weinman, 2003) . The ongoing development of the concept of person-centred practice has also given rise to the related concept of 'relationship centred' practice (Tresolini & Pewter-Fetzer Task Force, 1994) . Although a universal definition of person-centredness continues to be debated (Bensing, 2000; Stewart, 2001 ), it has been described as having three underlying values: the acknowledgement of the clients' needs, perspectives, and experiences; the offer of opportunities for the clients to participate; and the understanding and the enhancement of the client-clinician relationship (McWhinney, 1995) . In addition a review of the literature of person-centred medicine proposed it differed from the medical model of care in terms of five key dimensions. These are a biopsychosocial perspective, the client as a person, shared power and responsibility, a therapeutic alliance, and recognising the clinician as a person (Mead & Bower, 2000) . A biopsychosocial perspective acknowledges that health cannot be fully described without a combined biological, psychological, and social perspective and that these components are Catt (2000) points out that codes of ethics run the risk of being a minimum standard unless the following is applied: abstract rules need to be integrated into daily practice, they need to be client-centred, and professionals need to use the language of ethics in everyday discourse. Catt (2000) As pointed out above, professional codes of ethics are concerned, not only with conduct, but also with character (Pellegrino & Thomasma, 1993) . Professional virtues (virtue being a disposition to act well as a matter of discipline, reflection and habit) include loyalty and stewardship (we are stewards of our professional knowledge and therefore must preserve, validate, teach and make it accessible for those who need it to help others), compassion, truth-telling and trust which flows from the previous two. Trust in the client-clinician relationship is a moral imperative because clients are inescapably vulnerable (Catt, 2000) . Therefore our clinical relationship is a fiduciary relationship:
clients must trust clinicians and clinicians must be trustworthy.
Narratives, person-centred practice and ethics
In the first story, it is unclear whether Tania went out for a drink with Lillian as her therapist in order to expand her client's social opportunities or if she viewed their outings as beyond any professional remit. Tania's story suggests that she was not entirely sure herself. However, her story does provide the opportunity to think about this scenario and consider whether it is an example of person-centred practice and its ethical implications.
We contend that Tania was certainly person-centred, but question whether it was personcentred practice. Even if Tania's actions were considered to be therapeutic, were they ethical? These questions can be explored further by considering this narrative in terms of the five dimensions of person-centredness identified by Mead and Bower (2000) (see Table 1 ).
Insert Table 1 here By examining this narrative in terms of the five dimensions of person centredness described by Mead and Bower (Mead & Bower, 2000) it is apparent that in order for this intervention to be person centred practice Tania would need to consider the therapeutic aspect of her role more fully. For example, she would need to be clear about the goals of the intervention. Is Lillian's need for ongoing social outings a therapeutic goal? If so, Tania would need to consider if one or two outings with Lillian would lead to ongoing social participation or whether there were more sustainable ways to address this issue
with Lillian, such as by finding ways to broaden her social network and address her transport disadvantage through the various groups and organisations that are equipped to help. Hence Tania may have enlisted the assistance of other professional to help Lillian with these issues and provided the communication support and education to achieve this.
Thus the speech-language pathologist's role would be to enable social participation, not to be the social participant. We do however acknowledge that in order to do this, we need to step into the real lives of our clients with the compassion that is at the heart of professional practice.
The ethical implications of this narrative are closely related to those raised in the literature on person-centredness. For example, Tania is not directive or paternalistic. She certainly sees beyond the impairment to the broad social consequences of Lillian's aphasia. She is keen to support Lillian's autonomous decision-making as well as her best interests in increasing her social opportunity. In this story, supporting these two principles does not cause a clash. However, had Lillian decided to go home with the barman, or had she been instructed previously to avoid alcohol by her medical practitioner, Tania would have had to weigh up respecting Lillian's autonomy with her best interests. Equally, the relationship is central to an ethical discussion of this case.
Tania demonstrates real compassion for Lillian. Martinez (see Kushner & Thomasma, 2001 ) describes compassion as different to empathy or sympathy because it involves some act or intervention aimed at reducing or alleviating the suffering. Tania does not simply feel sorry for Lillian with regard to her social isolation. She agrees to take her out.
Her actions can be seen as supererogatory, going beyond the call of duty. In order to be supererogatory, such acts must be voluntary, exceeding expectations, for the benefit of another and intrinsically good.
One could argue that, by going beyond the call of duty, Tania has stepped outside her therapeutic role. However, Meier and Purtilo (1994) point out that rehabilitation teams continue to have some responsibilities after discharge from rehabilitation units and should be involved in assisting community reintegration: that the service acknowledged the client and his family's needs, perspectives, and experiences; had created policies and practices that ensured clients participated fully in decision making, and had a very trusting client -service relationship. Table 1 considers this story in terms of the dimensions of person-centred practice identified by Mead and Bower (2000) .
According to the five dimensions of patient centred care (Mead & Bower, 2000) the key issues that require clarification in this narrative are around the extent to which there was shared power and responsibility in the decision making and the extent to which the clinicians are considered as people. For example, if there was shared power and responsibility in decision making then the service and the family would have worked together to consider the range of interventions that were possible, given the resources available to increase social opportunities for the child. The service may also have had the responsibility to evaluate whether the chosen intervention (purchasing a spa) achieved this goal. This narrative also indicates that there is the need to consider the clinicians as people in the therapeutic relationship. In order for services to work in person centred ways, clinicians need to be valued partners in the development of goals, intervention strategies and in the evaluation of intervention strategies so that the family concerned and families in the future can be as informed as possible.
Can ethical principles guide us with this story further? Again this second narrative is concerned with the client's autonomy. In this circumstance it is the autonomy of the family that is being considered here. Like the previous story this narrative also demonstrates the principle of autonomy as being central to person-centred practice. The principle of beneficence/non-maleficence is also critical in this story. In order for personcentred practice to be successful the service must trust that the family has the best interests of the child as their central concern and are making decisions that they truly believe will benefit the child. Truth telling may also be an integral principle for this service to function as a person-centred practice as the family would rely on the service to tell them what they know and what they don't know about facilitating social interaction in school aged children so that both the family and service can take the risk and try something new.
Conclusion
Telling our stories provides a useful way to bring real clinical dilemmas to the fore so that we can reflect on them and share them with each other. We have professional ethical guidelines but they only come to life when applied sensitively to real cases. Real stories also highlight the challenges and risks we experience as we move towards more person-centred ways of practising. These stories suggest that becoming more person-centred in our practice does involve uncertainty and risk. There is the professional uncertainty and risk that is part of genuinely asking our clients what they need and how they can achieve their goals. This may mean being directly involved on some occasions, a consultant on others and a reviewer and translator of available research evidence on others. We will need to be willing to assess and manage our clients' communication disabilities in new and often challenging contexts. We will also need to relinquish some of the power and Moving towards more person-centred ways of practising will challenge us both professionally and personally. Sharing our stories about person-centred practice provides a way for us to reflect on our practice, and perhaps also to reflect on ourselves. As Geller (2006) wrote, when describing story telling amongst physicians:
"Self-reflection and 'meaningful' story-telling on the part of physicians are not only tools for unmasking vulnerabilities and self-awareness. They are also means of cultivating wholeness… of developing a greater connection to one's own heart, passion, values and humanity" (p.84).
Learning Outcomes. At the end of this paper clinicians will understand how the concept of person centred practice raises new challenges for speech language pathology, and that telling our stories and reflecting on these stories can help translate person centred practice into clinical practice. 
Continuing Education Questions

